Dear Sir, I am grateful for the opportunity to reply to the letters by Professor Strunin and Dr Stevens (November Proceedings, p 857). I am dismayed by the defeatist attitude adopted by both. Professor Strunin regrets that the situation described in my paper (October, p 734) is not common experience; it may not be, but that is only because anisthetists have not striven to make it so.
There is no valid reason why surgical admissions cannot be planned in advance. Our surgical unit is no less busy than most in the country: it has its share of medical ward referrals, urgent admissions and emergencies, but it is nevertheless able to make allowances for these, and select cases for admission two or three weeks ahead.
While I am glad to note Professor Strunin's 'long-term aim, I. am saddened that it is not his short-term aim also, for I cannot accept the view that it is unlikely there will be manpower to see all patients preoperatively. For an anesthetist to fail to do so, represents acceptance of a lower standard of care than the best, and certainly at Southampton every anesthetist is expected to see his patients preoperatively. The question of manpower is irrelevant: at present the assessment is done by most anesthetists each evening for the following day's list, and one session a week is allowed for these visits. The suggestion is that one session a week should be taken in the outpatient department doing the same assessment (but two weeks in advance). No extra manpower is required: a 'free' session may be sacrificed, but an earlier return home in the evening is gained. Professor Strunin's suggestion that specific groups of patients should be screened is too narrow, and Dr Stevens echoes my sentiments that minor surgery does not mean minor anasthetic problems; nor would the problem be solved by relying on surgical referrals, since the patient at particular hazard is the one who may appear fit to the surgeon, but in fact has a serious medical condition.
With respect to Dr Stevens, his bald assertion that for every surgical patient to be 'assessed by an anesthetist in his own clinic is not practicable' is unacceptable, since I have done just that for some years. He continues: 'Another disadvantage of such clinics is that only consultants with whom the anasthetists work refer cases for an opinion. Further some specialties and surgical units do not refer cases at all.' There is, however, no call to refer cases: the surgeon knows that all cases will be seen routinely in the Clinic. 
Cross-face Nerve Transplantation in Facial Palsy

From Mr D N Matthews
Harley Street, London WIN JHH Dear Sir, A new approach to the treatment of patients afflicted with the terrible handicaps caused by facial paralysis must arouse a keen interest in all surgeons -responsible for these unfortunates. Dr Anderl's operat-ion provides the only method so far described which has a chance of restoring anything approaching complex normal movements (October Proceedings, pp 781-783), and he deserves a great credit for its originality and its execution. He has taken full advantage of the possibilities provided by modern microsurgical methods. His method also overcomes the disappointment of free muscle grafts which are very limited in their range of movement by the smallness of the bulk of muscle which can be grafted and activated.
But, case selection and the timing of interference must provide some problems. The difficulties will be to decide how soon one .can be certain that no regeneration is taking place, and in which cases the degeneration of the muscles is too widespread to justify the operation, though not complete. It is a pity that Dr Anderl does not give greater detail of the case histories and preoperative findings of the 15 patients on whose treatment his paper is based. It would be interesting to know the nature of the injury or disease which caused the palsy, the time between paralysis and surgery, and the exact preoperative EMG results in all 15 cases, together, of course, with an indication of which were successful. It would also be helpful to have more precise instruction on the timing of the second stage than just to state that it is performed 'four to six months later'.
